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helpful comments.EXECUTIVE SUMMARY
An aging Canadian population highlights the need to examine the prevalence and causes of
disabilities in seniors in order to be able to meet their health care needs. This report represents a step
in that direction by examining disabilities among Canadian seniors using the 1986 and 1991 Health
and Activity Limitation Surveys (HALS), two nation-wide surveys assessing the prevalence and
impact of disabilities in the Canadian population. From these two surveys, disabilities among
noninstitutionalized seniors, 65 years of age and older, were examined.
Findings revealed that over 40% of seniors had at least one disability that impacted on
activities of daily living and that one-quarter of disabled seniors were severely disabled. Risk factors
that were associated with having a disability included marital status, language spoken, total
household income, tenure of dwelling, number of people living in the household, and region of the
country. Mobility and agility disabilities were the most common types of disabilities among seniors,
with approximately 80% of disabled seniors having at least one mobility or agility disability.
Further, mobility and agility disabilities tended to coexist, with approximately 70% of all seniors
who had a mobility disability also having an agility disability. Arthritis/rheumatism was the medical
condition that most often caused mobility and agility disabilities, followed by cerebrovascular
disease, other forms of heart disease, and fractures/bone breaks. Women were more likely than men
to have mobility and agility disabilities, with other risk factors associated with having mobility and
agility disabilities similar to those for having any disability.
The findings of this report indicate that many Canadian seniors suffer from disabilities,
particularly disabilities that affect their mobility and agility. Therefore, to have a substantial effect
on reducing the impact of disabilities on Canadian seniors, efforts should be directed toward findingeffective medical interventions that reduce or control the most common conditions which result in
mobility and agility disabilities. Further, finding means to reduce the negative impact that mobility
and agility type impairments have on everyday living would serve to help disabled seniors. TABLE OF CONTENTS
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INTRODUCTION
Overview
This report summarizes the distribution of disabilities among noninstitutionalized seniors (65
years and older) in Canada. In addition, risk factors associated with mobility and agility disabilities,
the two most prevalent types of disabilities among seniors, were examined along with the primary
medical conditions responsible these two types of disability. The findings reported are based on data
from the Health and Activity Limitation Surveys conducted by Statistics Canada in 1986 and 1991.
Background/Literature Review
The population of Canada is aging. In 1994, approximately 12% of the population,
representing over 3.4 million Canadians, were over 65 years of age and that number is expected to
increase to over five million by the year 2021 (Statistics Canada, 1994).  As the population ages,
new and increased demands will be placed on the health care system.  In order for Canada to meet
these demands and provide appropriate primary and preventative health care services to its older
citizens, it is important to better understand what seniors’ health care needs will be.  However, on
a national level, there has been relatively little research aimed at determining what types of health
care services seniors will require. 
Previous research has demonstrated that seniors’ health tends to decline with increasing age.
For example, data from the Longitudinal Study on Aging, a national health survey conducted in the
United States, found that of those 70 years of age and older, over a six year period, the majority
experienced a decline in their health and their ability to perform activities of daily living (Mor,2
Wilcox, Rakowski, & Hiris, 1994). In the same study, it was also found that functional decline and
increased disability among seniors were associated with increased number of hospital visits. Similar
findings demonstrating increased disability and decreased functioning with increasing age among
seniors have been found in other studies (Strawbridge, Kaplan, Camacho, & Cohen, 1992; Badley,
Yoshida, Webster, & Stephens, 1993; Forbes, Hayward, & Agwani, 1991).
In order to meet seniors’ health needs through preventative and primary treatment programs,
it is necessary not only to know what disabilities they will have, but also the causes of these
disabilities.  A number of studies have examined what medical conditions result in disabilities
among seniors, and have demonstrated that, in general, the most common health conditions are
arthritis/rheumatism, cerebrovascular disease, and heart disease. For example, data from the 1990
Ontario Health Survey revealed that for those 65 years and over, arthritis or rheumatism was
reported as the most common chronic health problem followed by high blood pressure/hypertension
and heart disease  (Badley et al,  1993).  Data from the Framingham study showed that osteoarthritis
and heart disease were the two most common conditions among noninstitutionalized seniors
(Guccione et al, 1994), and the Longitudinal Study of Aging (Boult, Kane, Louis, Boult, &
McCaffrey, 1994), based on a national U. S. sample of noninstitutionalized civilians 70 years of age
and older, found that arthritis, cerebrovascular disease, and coronary heart disease were the three
strongest predictors of developing a functional limitation.
Although the studies cited provide a good overview of the prevalence and causes of
disabilities among seniors, they do not provide the detailed information required to guide the
development of effective health care interventions.  Further, to develop national health care policies,
it is desirable to have data based on a Canadian sample drawn from the entire country. In order to3
meet this goal, Statistics Canada conducted Canada-wide Health and Activity Limitation Surveys
(HALS) in 1986 and again in 1991. HALS was designed to assess the prevalence of disabilities
among Canadians and the impact of these disabilities on daily living. Findings from the 1986 HALS
demonstrated that disabilities among Canadian seniors increase with increasing age and that mobility
disabilities were the most prevalent form of disability (Forbes, Hayward, & Agwani, 1991). Further
findings from 1986 HALS demonstrated that a number of factors including age, gender, marital
status, number of people in household, income, education, and employment status were associated
with having a disability (Forbes, Hayward, & Agwani, 1991; Badley & Ibanez, 1994) and that
disabilities owing to arthritis/rheumatism, a condition which afflicts many seniors (Badley, Rasooly,
& Webster, 1994; Reynolds et al, 1993; Reynolds et al, 1992), negatively impacted on people’s
quality of life in a wide variety of areas including the ability to move about, participation in social
events, and leisure activities (Badley, 1995).  
This report extends the findings from HALS noted above. First, trends in seniors’ disabilities
were examined over the five year period between 1986 and 1991 using both HAL surveys. Second,
all medical conditions, including arthritis/rheumatism, reported as causes of mobility and agility
disabilities were examined for both 1986 and 1991. Thus, the goals and objectives of this report are
as follows:
1) To report on the prevalence of and risk factors associated with disabilities among Canadian
seniors.
2) To examine the risk factors associated with having mobility and agility disabilities among
Canadian seniors.
3) To report on the prevalence of different types of mobility and agility disabilities among
among Canadian seniors.




In response to a recommendation to the parliament of Canada to obtain a national data base
on the disabled in Canada, Statistics Canada conducted the Health and Activity Limitation Surveys
(HALS) in 1986 and again in 1991. The main purpose of the surveys was to determine the types and
level of disabilities among Canadians and the impact these disabilities had on their activities of daily
living.  For the purposes of the HALS, the term disability was defined as "any restriction or lack
(resulting from an impairment) of ability to perform an activity in the manner or within the range
considered normal for a human being" and that the restriction or lack of ability to perform an activity
had lasted or was expected to last six months or more (HALS User’s Guide, 1987). However, people
who used a technical aid to completely remove the restriction were not considered disabled (e.g.,
using corrective lenses to eliminate vision problems).
Sample
 A multi-staged, stratified sampling procedure was used to select the samples for both the
1986 and 1991 surveys. The sampling was stratified on whether people lived on Indian reserves
versus all other areas of Canada. The first stage of sampling consisted of selecting disabled
Canadians from the total population (with the exception of those in penal institutions and
correctional facilities) who indicated on the 1986 or 1991 Canadian Census that they had a physical
or mental disability that interfered with activities of daily living. A comparison group was also
selected from those who indicated that they did not have such a disability. The second stage6
consisted of administering the HALS to the disabled and nondisabled samples. However, when the
survey was administered, a small percentage of those who indicated on the Census that they were
not disabled were assessed as having a disability and subsequently included in the disabled group.
The 1986 HALS sample included both institutionalized and noninstitutionalized Canadians;
whereas the 1991 HALS only included noninstitutionalized Canadians. Therefore, in order to
facilitate comparability between the two surveys, only data from the noninstitionalized samples were
analyzed for this report.
Procedure
Canadians who indicated on the Census that they had a disability were selected for a face-to-
face interview. For people unable to complete the interview themselves, usually due to their having
a high level of disability, the interview was completed by proxy (approximately 12% of all cases).
The comparison group of nondisabled Canadians completed a shorter telephone interview. Response
rates were over 90% for both surveys (HALS User’s Guide, 1987 and 1991).
Survey Instruments
Both the 1986 and 1991 HALS had similar formats and asked similar questions. All
respondents completed Section A of the surveys, which asked them to indicate which of 19 physical
disabilities they had, based on a modified version of the Activities of Daily Living Scale (HALS
User’s Guide, 1987). For each disability that respondents indicated they had, they were also asked
to indicate what medical condition caused the disability, the cause of the medical condition, the
duration of the disability, and aids used to overcome the disability. In addition to assessing physical7
disabilities, questions were also asked concerning cognitive and emotional disabilities.
Respondents who reported that they had a least one disability completed the second part of
the HALS which assessed the impact of their disability(ies) in areas such as assistance required for
activities of daily living, sources of income, expenses due to the disability, employment
opportunities, and barriers to transportation and leisure activities. Further, through a computer link
with the Canadian census, additional demographic and household information was available for all
respondents, including level of income, marital status, and living arrangements.
Derived Variables: Medical Conditions That Cause Disabilities
For each disability respondents had, they were asked to indicate the medical condition which
was the primary cause of the disability. For the 1991 HALS, the primary medical conditions were
coded using the International Classification of Diseases, Ninth Revision and the Musculo-Skeletal
Classification list developed by Statistics Canada (HALS User’s Guide, 1987 and 1991). Each
medical condition reported as a cause of a disability was assigned a three digit code which
corresponded to the medical condition. For example, someone who had arthritis was assigned the
ICD code of 106 (arthritis/rheumatism). However, for the 1986 HALS, a finer level of coding was
used and the three digit ICD codes were further broken down (for example, the code for
arthritis/rheumatism was divided into two categories, one specific to arthritis/rheumatism in the toes,
feet, ankles, knees, legs, and hips and the other category capturing all other types of
arthritis/rheumatism).
In order to make the two surveys comparable in terms of identifying the primary medical
conditions causing each disability, the refined categories used in the 1986 survey were recategorized8
in order to make them congruent with the coding scheme used in the 1991 survey.  To illustrate,
using the example above, all arthritis/rheumatism cases reported in 1991 were assigned the three
digit code “106".  As noted, however, in the 1986 survey, the same “106" disease code was further
broken down into two categories.  Therefore, in order to make the coding used for the 1986 survey
congruent with that of the 1991 survey, the two categories for arthritis/rheumatism used in the 1986
survey were collapsed into one category and assigned the three digit code “106".
A second difference between the 1986 and 1991 HALS in the coding used to identify
medical conditions was that the 1986 HALS only provided the most common medical conditions
for each type of disability, whereas, the 1991 HALS provided all the reported ICD codes for each
disability. In order to make the results from the two surveys comparable, only ICD codes provided
in the 1986 survey were considered for analyses in the 1991 survey.
Weighting
Due to the multi-staged, stratified sampling procedure, it was necessary to use weights for
all analyses in order to have estimates correctly reflect the Canadian population. Each survey
respondent was assigned a weight corresponding to the number of people that respondent
represented based on the Canadian Census. These weights were used for all analyses which
generated population estimates. However, despite the fact that this weighting procedure produces
accurate population estimates, the weighting procedure results in inaccurate significance tests and
confidence intervals. Therefore, in order to produce more accurate significance tests and confidence
intervals, for all logistic regression analyses, the weights were rescaled by dividing the weight for
each survey respondent by the average weight of all respondents used in the analyses (HALS User’s9
Guide, 1987).
Strengths of the Health and Activity Limitation Surveys
The strengths of the 1986 and 1991 HALS derive largely from the comprehensive sampling
and number of different topics assessed by the two surveys. Specifically, the major strengths of the
HALS include:
1) Nation-wide sampling of all Canadians 15 years of age and older.
2) Results which were easily compared between surveys due to a similar sampling procedure
and comparable items being asked for both surveys.
3) Assessment of not only the prevalence and causes of disabilities, but also the impact
disabilities had on economic, social, work, and leisure activities.
4) A computer link with the 1986 and 1991 Census, providing for additional censual
information on respondents.
Limitations of the Health and Activity Limitation Surveys
Despite the strengths represented in the HALS, there were also several limitations that should
be considered when interpreting the findings presented in this report.  They are as follows:
1) The results presented only reflect Canadians who lived in households and not those who
were institutionalized. Therefore, some of the most severely disabled may not be represented
in the results presented in this report.
2)  Respondents were only allowed to indicate that they had a medical condition if it caused a
disability. Therefore, people with medical conditions who were not disabled were not
identified. Thus, it was not possible to compare those who had a medical condition which
caused a disability to those who had the same condition, but were not disabled.
3) Respondents were only able to indicate one condition as being primarily responsible for
causing a disability. Thus, the actual number of medical conditions respondents may have
had are under reported.
4) Approximately 12% of the surveys in the disabled sample were answered by someone other10
than the selected respondent. In these cases, the proxy respondent may have provided
incorrect responses on behalf of the person for whom they were a proxy.   
5) The sample size for the 1991 survey was smaller than for the 1986 survey.  This prevented
age categories from being broken down into 5-year cohorts for the 1991 survey due to the
instability such breakdowns would represent owing to the small sample size within each 5-
year cohort.
Data Analyses
Population Characteristics of Canadian Seniors
The population characteristics of Canadian seniors are provided for the 1986 and 1991
surveys.
Risk Factors Associated with Having a Disability Among Canadian Seniors
Descriptive statistics are provided breaking down disability status (whether or not a
respondent reported having any disability) by different demographic factors for both the 1986 and
1991 surveys.  Unadjusted and adjusted odds ratios are also provided to indicate the degree of
association between each demographic factor and disability status.
Types of Disabilities Experienced by Canadian Seniors
The percentage of Canadian seniors who experienced each of five types of physical
disabilities are provided for men and women for the 1986 and 1991 surveys.
Types of Mobility and Agility Disabilities Experienced by Canadian Seniors11
The percentage of Canadian seniors who have each of the five types of mobility disabilities
and seven types of agility disabilities assessed by HALS are provided for men and women for the
1986 and 1991 surveys.
Medical Conditions Causing Different Types of Mobility and Agility Disabilities
The most common medical conditions reported as causes of mobility and agility disabilities
are provided for men and women seniors for the 1986 and 1991 surveys.
Factors Associated with Mobility and Agility Disabilities Among Canadian Seniors
Descriptive statistics are provided breaking down whether or not a senior had a mobility or
agility disability by different demographic factors for both the 1986 and 1991 surveys. Unadjusted
and adjusted odds ratios are also provided to indicate the degree of association between each
demographic factor and disability status.
 12
RESULTS
Characteristics of Seniors in Canada: 1986 vs 1991
Table 1 presents an overview of the population characteristics of Canadian seniors in 1986
and 1991.  Overall, there was little change in their characteristics over the five year period. Women
comprised the majority of seniors (approximately 57% in both 1986 and 1991). Slightly under 58%
of seniors in both years were married and slightly over a third were either divorced, separated, or
widowed. The majority of seniors spoke English only (approximately 70%). Just over 60% of
seniors lived in single houses and approximately 70% owned their residences.  Half of all seniors
lived in households of two people, with the remaining half approximately equally split between
those living alone and those living in households of more than two.
The only major difference between 1986 and 1991 was in total household income.  In 1986,
the majority of seniors had a total household income under $10,000 (54.9%), whereas in 1991, the
majority of seniors had an income between $10,000-$24,999 (50.4%).  This difference probably
reflects the effects of inflation over the five year period between 1986 and 1991 as well as a possible
increase in real income.
The number of disabled seniors was virtually identical between 1986 and 1991, with over
40% having at least one disability (41.3% and 42.5%, in 1986 and 1991, respectively).  Of those
who were disabled, just over a  third were mildly disabled, just over another third were moderately
disabled, and just over a quarter were severely disabled. 
Table 1.   Population Characteristics of Canadian Seniors: Health and Activity Limitation Surveys13
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*Includes only people who reported a disability.14
Factors Associated with Having a Disability Among Seniors
Tables 2 and 3 present disability status (whether or not a person was disabled) broken down
by population characteristics, along with unadjusted and adjusted odds ratios. The pattern of results
in terms of risk factors associated with having a disability were similar between 1986 and 1991.
There was little difference between men and women in their risk for being disabled, although after
adjusting for other variables, men were at elevated risk for having a disability in 1986. The
relationship between marital status and disability also tended to vary between surveys. In 1986,
single and married seniors were approximately equally likely to be disabled, with divorced,
separated, and widowed seniors at an elevated risk for having a disability. However, in 1991, both
single and divorced, separated, or widowed seniors were at elevated risk for being disabled
compared to seniors who were married. Seniors who spoke neither English nor French, particularly
in 1991, were at decreased risk for being disabled.
In both surveys, total household income was strongly related to disability status, with
increases in income associated with a lower likelihood being disabled, to the point where individuals
in the highest income bracket (those earning $35,000 and over) had only one-half the risk of being
disabled compared to seniors in the lowest income bracket (those earning under $10,000), after
adjusting for other demographic variables.  
Tenure of dwelling was associated with disability status, with seniors who owned their own
place of residence at lower risk for experiencing a disability. However, the type of dwelling lived
in (single house vs other types) was not related to disability status, nor was geographic location.
Seniors living alone tended to be at increased risk for being disabled, although this elevated risk was
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*Adjusted for all other demographic variables16
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*Adjusted for all other demographic variables17
reduced (and even reversed in 1986) after adjusting for other demographic variables. The region of
the country where seniors lived was also associated with disability status. In general, seniors from
the Atlantic region (Newfoundland, Nova Scotia, Prince Edward Island, New Brunswick) and
Yukon/North West Territories were at highest risk for having a disability, followed by seniors from
the Prairie region (Manitoba, Saskatchewan, Alberta), particularly in 1991.
 Types of Disabilities Experienced by Seniors
Table 4 presents the percentage of seniors who experienced each of the five types of physical
disabilities assessed by HALS. In both 1986 and 1991, over 40% seniors had at least one disability.
Mobility and agility disabilities were the two most common types of disabilities, and were more
prevalent among women than men. However, it should be noted that it was quite common for seniors
who had mobility disabilities to also have agility disabilities. In both 1986 and 1991, 70% of seniors
who had a mobility disability also had an agility disability (72.1% and 70.0% in 1986 and 1991,
respectively). Hearing and seeing disabilities were the next two most prevalent types of disability,
occurring in approximately 18% and 10% of seniors, respectively. Men were more likely than
women to experience hearing disabilities, whereas, women were more likely than men to experience
seeing disabilities. Speaking disabilities were experienced by 2.2% of seniors, and were more
prevalent among men than women.18
Table 4. Percent of Seniors Who Experienced Each of the Following Types of Physical Disabilities: Health and
Activity Limitation Surveys
1986 1991
 Type of Disability Women Men Total Women Men Total
Any Disability 41.7 40.8 41.3 43.9 40.7 42.5
Mobility 34.0 25.4 30.3 33.9 26.0 30.5
Agility 27.1 22.3 25.0 28.8 21.8 25.8
Hearing 14.9 21.8 17.9 15.8 19.7 17.5
Seeing 11.5   7.3   9.7 11.5   8.6 10.3
Speaking  1.7   2.8   2.2   1.9   2.6   2.2
Total Weighted N’s 1,412,755   1,072,019 2,484,774 1,658,539 1,248,372 2,906,911
Table 5 presents the percentage of Canadian seniors who had each of the five types of
mobility disabilities and seven types of agility disabilities that were assessed by HALS. Women
were more likely than men to have all types of mobility and agility disabilities, with the exception
of trouble cutting food, which was equally prevalent in women and men. Among the five types of
mobility disabilities assessed by HALS, trouble walking 400 meters, trouble walking up and down
stairs, and trouble standing for 20 minutes were the three most prevalent mobility disabilities, each
experienced by just over one fifth of all seniors. Among the seven agility type disabilities assessed
by HALS,  trouble bending and picking up objects and trouble cutting toenails were the two most
prevalent conditions, each experienced by over 15% of all seniors.19
Table 5.   Percent of Seniors Who Reported Each Type of Mobility and Agility Disability: 
   Health and Activity Limitation Surveys
1986 1991
             Disability Women Men Total Women Men Total
Any Mobility Disability  34.0 25.4 30.3 33.9 26.0 30.5
Trouble walking 400 meters  24.1 18.7 21.8 23.7 17.3 21.0
Trouble walking up/down stairs 23.4 17.8 21.0 23.5 17.0 20.7
Trouble carrying 5 kilogram object 22.5 11.7 17.9 21.4 13.2 17.9
Trouble moving room to room 5.7 4.3 5.1 6.1 4.4 5.4
Trouble standing 20 minutes  24.1 17.6 21.3 23.0 16.5 20.2
Any Agility Disability 27.1 22.3 25.0 28.8 21.8 25.8
Trouble bending/picking up objects 16.4 14.2 15.5 16.6 13.4 15.2
Trouble dressing/undressing 5.8 4.9 5.4 5.4 5.2 5.3
Trouble getting in/out of bed 6.2 4.7 5.5 5.8 4.9 5.4
Trouble cutting toenails 17.2 14.2 15.9 18.9 15.5 17.4
Trouble grasping or handling 9.2 6.4 8.0 8.1 6.1 7.2
Trouble reaching 11.6 7.1 9.7 11.0 7.5 9.5
Trouble cutting own food 3.4 3.4 3.4 3.5 3.4 3.5
Medical Conditions Associated with Mobility-Agility Disabilities
Mobility and agility disabilities comprised the majority of disabilities among seniors,
accounting for over 80% of seniors who were disabled (81.0% and 82.3% in 1986 and 1991,
respectively. Therefore, for subsequent analyses, seniors who reported having at least one mobility
or agility disability have been grouped together and classified as having a mobility-agility disability.
Table 6 presents the primary medical conditions seniors reported were the cause of their mobility-20
Table 6. Percent of Seniors with Mobility-Agility Disabilities Who Reported the Following Medical Conditions As a 
Cause of Their Disability: Health and Activity Limitation Surveys
1986 1991
         Medical Condition
Women Men Total Women Men Total
Arthritis/rheumatism 35.1 21.9 30.1 38.0 19.5 31.1
Other forms heart disease   5.9   5.0   5.5   8.9 11.3   9.8
Cerebrovascular disease   3.5   6.4   4.6   2.0   5.4   3.3
Fractures/breaks of bones   3.1   1.6   2.6   6.8   2.8   5.3
Paralysis     1.1   2.0   1.4   0.6   2.2   1.1
Hereditary and degenerative
disorders of CNS
  0.7   1.5   1.0   1.9   3.5   2.5
Damaged/removed discs   2.4   2.2   2.3   1.5   1.7   1.6
Absence/missing/ amputated   0.4   1.4   0.8   1.4   3.0   2.0
Other disorders of CNS   0.3   0.3   0.3   0.8   2.2   1.4
Nonspecific/ill-defined/unknown 16.4 13.3 15.2 25.8 25.5 25.7
Other specified and unspecified   6.1   5.1   5.7 12.7 13.8 13.1
Other re: mobility-agility 72.8 74.7 73.5 65.7 67.0 66.2
Note: Column percentages total over 100% because seniors could report different medical conditions as causes of
different types of mobility-agility disabilities.
agility disabilities.  In both 1986 and 1991, arthritis/rheumatism, which was the cause of over 30%
of mobility-agility disabilities, was by far the most prevalent medical condition causing  mobility-
agility disabilities and was almost twice as prevalent among women than men. Other forms of heart
disease, cerebrovascular disease, and fractures/bone breaks were the next three most prevalent
medical conditions causing mobility-agility disabilities. Between 1986 and 1991, there was
approximately a two-fold increase in the prevalence of both other forms of heart disease and
fractures/bone breaks between 1986 and 1991. Men were more likely than women to have
cerebrovascular disease, whereas women were more likely than men to have fractures/bone breaks.21
Paralysis, hereditary and degenerative disorders of the central nervous system, damage/removed
discs, absence/missing/amputated, and other disorders of the central nervous system were also
reported as causes of mobility-agility disabilities.
Factors Associated with Having a Mobility-Agility Disability Among Seniors
Logistic regression analyses, presented in Tables 7 and 8, revealed that factors associated with
overall disability also tended to be associated with having a mobility-agility disability. Total
household income, renting as opposed to owning a home, marital status (particularly in 1986), region
of Canada, and language spoken were risk factors associated with having a mobility-agility
disability. However, unlike for overall disability, sex was related to having a mobility-agility
disability in both 1986 and 1991, with females having a higher risk than males, although this higher
risk was reduced after adjusting for other demographic variables.22
Table 7.  Risk Factors Associated with Mobility-Agility Disabilities Among Seniors: 
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French only
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*Adjusted for all other demographic variables23
Table 8.  Risk Factors Associated with Mobility-Agility Disabilities Among Seniors: 
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*Adjusted for all other demographic variables24
DISCUSSION
Using data from the 1986 and 1991 Health and Activity Limitation Surveys, this report
examined the prevalence of disabilities among Canadian seniors and then further investigated risk
factors associated with and medical conditions which cause mobility and agility disabilities, the two
most prevalent disabilties experienced by Canadian seniors.
Overall, it is clear that many seniors suffer from disabilities, with over 40% reporting a
disability of some kind, and approximately a quarter of disabled seniors classified as severely
disabled. A number of factors were found to be associated with having a disability including total
household  income, marital status, language spoken, owning vs renting a home, and the region of
Canada where seniors lived.  Of these risk factors, one of the strongest was total household income,
with seniors at the highest income level at only half the risk for having a disability compared to
those at the lowest income level. This relationship remained even after controlling for sex,
geographic location, type of dwelling, marital status, official language spoken, region of Canada,
number of persons living in the household, and tenure of dwelling.  Because of the strength of the
association between disability and income, it is important to examine this relationship further.  Of
particular importance is exploring the causal link between these two variables in order to determine
whether having a high income reduces the risk of developing a disability, or whether having a
disability results in a lower likelihood of being able to work in high paying occupations, thereby
leading to lower income.     
Seniors who were married were at lower risk for being disabled as well as seniors who did not
speak either English or French. Although seniors unable to speak either French or English may25
indeed be at lower risk for having a disability, there is also the possibility that they may not have
understood or interpreted the questions related to disabilities in the same manner as English or
French speakers, thereby leading to responses which may not have reflected their disability status
in the same manner as English or French speakers.
Seniors who owned their own home were less likely to be disabled than those who rented.
Although this may be a function of income, the relationship between tenure of dwelling and
disability status remained even after adjusting for income and other demographic variables used in
the analyses.  Part of the relationship may be explained, however, by the fact that people with
disabilities are probably less likely to be able to perform the activities necessary to maintain a home,
and therefore, having a disability results in people moving from their homes to rented dwellings.
The findings also suggest that seniors in some regions of Canada were more likely to have a
disability than in others. In particular, people in Atlantic Canada (Newfoundland, Nova Scotia,
Prince Edward Island, and New Brunswick) and Yukon/North West Territories were at increased
risk for having a disability.  Further, there were indications that between 1986 and 1991, the risk of
having a disability increased in the Prairie region (Manitoba, Saskatchewan, Alberta) relative to the
rest of the country.
Mobility and agility disabilities were by far the most common type of disability among
Canadian seniors, with slightly under a third of all seniors experiencing mobility disabilities and a
quarter experiencing agility disabilities. Further, mobility and agility disabilities tended to coexist
with one another, with approximately 70% of seniors with a mobility disability also having an agility
disability. Mobility disabilites most common among seniors were trouble walking 350 meters,
trouble walking up or down stairs, and trouble standing for 20 minutes, with over 20% of all seniors26
having these types of disabilities. The most common agility disabilities were trouble bending and
picking up objects and trouble cutting own toenails, with over 15% of all seniors having these two
types of disability.
The medical conditions which were found to be the primary causes of mobility-agility
disabilities were consistent with previous studies (Boult, Kane, Louis, Boult, & McCaffrey, 1994;
Guccione et al, 1994; Badley et al, 1993). Arthritis/rheumatism was the most prominent condition
resulting in mobility-agility disabilities, reported as the primary cause for approximately 30% of all
mobility-agility disabilities. Females were more likely than males to report arthritis/rheumatism as
the cause of a mobility-agility disability.  Cerebrovascular disease, other forms of heart disease, and
fractures/bone breaks were the next most prevalent medical conditions causing mobility-agility
disabilities, with a relatively large increase between 1986 and 1991 in the prevalence of other forms
of heart disease and fractures/bone breaks.
The risk factors associated with having a mobility-agility disability were similar to those for
having any disability, except that women were more likely to than men to have mobility and agility
disabilities, although their elevated risk was reduced when geographic location, type of dwelling,
marital status, official language spoken, region of Canada, total household income, number of
persons living in the household, and tenure of dwelling were taken into account. One reason that
females may have more mobility and agility disabilities than males is that they appeared to be more
prone to having arthritis, by far the most prevalent medical condition causing mobility and agility
disabilities. 
Overall, the findings presented indicate that the majority of disabled seniors in Canada suffer
from disabilities that affect their mobility and agility. Therefore, to have a substantial effect on27
reducing the impact of disabilities on Canadian seniors, efforts should be directed toward finding
effective medical interventions that reduce or control the most common conditions which result in
mobility and agility disabilities. Further, finding means to reduce the impact of mobility and agility
type impairments on everyday living would greatly help disabled seniors. For example, designing
areas to be more accessible by people with mobility difficulties or developing aids to help reduce
the impact of agility disabilities (such as developing devices to help open jar lids or to reduce
bending when house cleaning) would serve to reduce the impact of conditions which result in
disabilities among seniors.28
REFERENCES
Badley, E. M. (1995). The impact of disabling arthritis. Arthritis Care and Research, 8 (4),
221-228.
Badley, E. M., & Ibanez, D. (1994). Socioeconomic risk factors and musculoskeletal disability.
The Journal of Rheumatology, 21 (3), 515-522.
Badley, E. M., Rasooly, I., & Webster, G. K. (1994). Relative importance of musculoskeletal
disorders as a cause of chronic health problems, disability and health care utilization: Findings from
the 1990 Ontario Health Survey. The Journal of Rheumatology, 21 (3), 505-514.
Badley, E. M., Yoshida, K., Webster, G., & Stephens, M. (1993). Ontario health survey:
Disablement and chronic health problems in Ontario. (Working Paper No. 5).  Toronto, ON:
Ministry of Health.
Boult, C., Kane, R. L., Louis, T. A., Boult, L., & McCaffrey, D. (1994). Chronic conditions
that lead to functional limitation in the elderly.  Journal of Gerontology: Medical  Sciences, 49 (1),
M28-M36.
Forbes, W.F., Hayward, L.M., & Agwani, N. (1991). Factors associated with the prevalence
of various self-reported impairments among older people residing in the community. Canadian
Journal of Public Health, 82, 240-244.
Guccione, A. A., Felson, D. T., Anderson, J. J., Anthony, J. M., Zhang, Y., Wilson, P. W. F.,
Kelly-Hayes, M., Wolf, P. A., Kreger, B. E., & Kannel, W. B. (1994). The effects of specific
medical conditions on the functional limitations of elders in the Framingham study. American
Journal of Public Health, 84 (3), 351-358.29
Mor., V., Wilcox, V., Rakowski, W., Hiris, J. (1994). Functional transitions among the elderly:
Patterns, predictors, and related hospital use. American Journal of Public Health, 84 (8), 1274-1280.
Reynolds, D. L., Chambers, L. W., Badley, E. M., Bennett, K. J., Goldsmith, C. H., Jamieson,
E., Torrance, G. W., & Tugwell, P. (1992). Physical disability among Canadians reporting
musculoskeletal diseases. The Journal of Rheumatology, 19 (7), 1020-1030.
Reynolds, D. L., Torrance, G. W., Badley, E. M., Bennett, K. J., Chambers, L. W., Goldsmith,
C. H., Jamieson, E., Tugwell, P., & Wolfson, M. C. (1993). Modelling the population health impact
of musculoskeletal diseases: Arthritis. The Journal of Rheumatology, 20, 1037-1047.
Statistics Canada (1987).  “Users Guide: Health and Activity Limitation Survey”.  Ottawa:
Statistics Canada. 
Statistics Canada (1991).  “Health and Activity Limitation Survey”.  Ottawa: Statistics Canada.
Statistics Canada (1994). “Population projections 1990-2031 based on recent changes
in fertility levels and revised immigration targets. Ottawa: Statistics Canada.
Strawbridge, W. J., Kaplan, G. A., Camacho, T., & Cohen, R. D. (1992). The dynamics
of disability and functional change in an elderly cohort: Results from the Alameda County
study. Journal of the American Geriatric Society, 40, 799-806.30
IESOP RESEARCH PAPERS
Number Title Author(s)        
No.  1: Public Pensions in Canada J.B. Burbidge




No.  3: The Future Population of Canada and Its Age Distribution F.T. Denton
C.H. Feaver
B.G. Spencer
No. 4: Caught in the Middle?  Occupancy in Multiple Roles and Help





No. 5: Women, Work and Caregiving: How Much Difference Does a
Great Job Really Make?
A. Martin-Matthews
C.J. Rosenthal
No. 6: Health and the Transition from Employment to Retirement V.W. Marshall
P.J. Clarke
No. 7: Aging and Work in Canada: Firm Policies V.W. Marshall
J.G. Marshall
No. 8: The Changing Economic Circumstances of the Older
Population:  A Cohort Analysis
F.T. Denton
B.G. Spencer




No. 10: The Changing Contexts of Family Care in Canada C.J. Rosenthal
No. 11: Prevalence, Risk Factors, and Primary Causes of Disability
Among Canadian Seniors: An Analysis of the 1986 and 1991
Health and Activity Limitation Surveys
P. Raina
S. Dukeshire
J. Lindsay